INTRODUCTION
This report describes a surprising complication following venous stenting, involving intrarachidial stent misplacement, despite peri-operative Xray monitoring, in a patient with an important collateral venous network discovered after proximal deep vein thrombosis (DVT).
REPORT
A 68 year old woman was admitted to the emergency department with a third episode of DVT. Clinical evaluation showed phlegmasia of the left leg. A computed tomography (CT) scan confirmed left iliofemoral vein thrombosis and MayeThurner syndrome (MTS) was suspected. The patient underwent surgical thrombectomy with angioplasty and stenting of the left iliofemoral vein. During surgery, an important collateral venous network was confirmed. The guidewire for stenting of the common left iliac vein was introduced easily, and after checking the correct position using a second guidewire from a right femoral access, joining in the inferior cava vein, the stenting was completed. After surgery the patient complained of mild lower back pain. The next morning, the patient presented a new neurological deficit in the left L5 e S1 region. A CT scan was scheduled and showed that the patient's stent had been misplaced and was located in the epidural space, passing through the L4 e L5 foramen (Fig. 1) .
After reviewing the images taken during the procedure, it was understood how the monitoring Xray done before placing the stent (sinus oblique 16 Â 100 mm) had shown the superposition of the inferior vena cava guidewire (from the right side) and the intrarachidial location of the second guidewire (from the left side) after recanalisation. Surgery was scheduled and the patient underwent an uncomplicated L3 e L5 laminectomy and stent extraction. The whole procedure lasted 115 minutes with a maximum 300 mL blood loss. The patient underwent a second vascular procedure to position a new stent correctly. At one month, the patient had recovered from left foot paralysis and now walks without assistance.
DISCUSSION
MTS, or iliac vein compression syndrome, is the result of the right common iliac artery compressing the left iliac vein against the lumbar spine. This is a rarely diagnosed condition, but it increases the risk of DVT of the iliac vein. Several DVT treatments have been tried in this context since it was first described in 1957, 1 such as anticoagulation, local infusion of thrombolytics, and mechanical thrombectomy, but most involved a recurrence of DVT. Current treatment guidelines for clinically relevant chronic iliocaval or iliofemoral obstruction or symptomatic non-thrombotic iliac vein lesions recommend considering percutaneous angioplasty and stent placement using large self expanding stents (cl IIa, B). 2 Hölper et al. reported 19 patients who underwent combined venous balloon catheter thrombectomy, thrombolysis, and residual stenosis stenting, with a 68 month follow up. 3 There were no fatal outcomes and no late re-thromboses.
Further reports followed, confirming the safety of this combined approach in patients with acute DVT and with known MTS, in groups both with and without thrombotic events. 4 Rare complications have been described: Igari et al. reported two cases of re-thrombosis within seven days of surgery, 4 and Hagar et al. reported one patient with significant peri-procedural bleeding. 5 Two cases of iliac vein rupture while performing percutaneous endoluminal interventions were reported by Adams et al. 6 To the best of the authors' knowledge, the present report is the first to describe intrarachidial stent misplacement because of difficulty finding and accessing the left common femoral vein in the presence of large collateral veins (Fig. 2) . Guidewire insertion was easy. Once the left guidewire was in place, a second guidewire was introduced into the right iliofemoral vein. A monitoring Xray showed the two guidewires to be apparently side by side, suggesting that they were both in the inferior vena cava (Fig. 3) . In fact, the two guidewires were superposed: the right guidewire was actually in the inferior vena cava, but the left guidewire was in a collateral vein entering the intrarachidial space (see Fig. 4 ).
CONCLUSION
This is the first description of a misplaced iliofemoral stent inside the intrarachidial space causing neurological consequences. Easy stent placement and reassuring peri-operative Xray images left no doubt that stent placement had been correct until the patient became symptomatic. To avoid this potential complication, a peri-operative profile view Xray or intravascular ultrasound would have been useful. 7 
